Objective: The present research reports a randomized controlled trial evaluating TakeCARE, a video bystander program designed to help prevent relationship and sexual violence among high school students. Method: High school students (n ϭ 165) were randomly assigned to view TakeCARE or a control video. Students completed self-report measures of bystander behavior and bystander self-efficacy before viewing the videos. One week later, students completed the self-efficacy measure and were observed in virtual reality simulations of situations that offered opportunities to engage in bystander behavior. Measures were readministered at a 6-month follow-up. Results: Compared to students who viewed the control video, students who viewed TakeCARE self-reported more bystander behavior at the 6-month follow-up. They were also observed to engage in greater levels of bystander behavior in the virtual reality simulations at postintervention and 6-month follow-up. Self-efficacy partially mediated this effect on observed bystander behavior. Conclusion: Video bystander programs like TakeCARE might be an effective addition to high school efforts to prevent relationship and sexual violence.
referred to as bystander behavior, include behaviors such as stopping a friend who is escorting an intoxicated peer to a bedroom at a party for sexual purposes, expressing concern to a peer about a suspected physically violent relationship, and confronting someone who is attempting to make excuses for the abusive behavior of others. Literature reviews indicate that bystander training programs evaluated on college campuses have moderate effects on college students' cognitions pertaining to bystander behavior (e.g., self-efficacy for engaging in bystander behavior), but smaller effects on self-reports of bystander behavior (Jouriles, Krauss, Vu, Banyard, & McDonald, 2018; Katz & Moore, 2013) .
A handful of programs that include a bystander training component have been implemented and evaluated in rigorous, randomized controlled trials conducted in high schools (e.g., Coker et al., 2017; Miller et al., 2012) . These programs involved highly trained "educators" or "violence prevention advocates" who provided intensive training to high school staff and/or students. For example, in an evaluation of the Green Dot program, Coker and colleagues (2017) trained rape crises educators to give 50-min presentations schoolwide in the fall semester, and to provide intensive (5-hr) bystander training to student leaders in the spring semester. In an evaluation of the Coaching Boys into Men program, Miller and colleagues (2012) trained violence prevention advocates to provide 60 min of training to coaches who, in turn, held weekly discussions (10 -15 min) with their athletes throughout the sports season. Results of these randomized controlled trials have been extremely promising. Specifically, students who received bystander training report engaging in greater levels of bystander behavior than students in control or comparison conditions (Coker et al., 2017; Miller et al., 2012) . In addition, in Coker and colleagues' (2017) study, students in the schools in which bystander training was offered reported lower rates of relationship violence victimization. However, even with the encouraging results, the time and training demands of these programs put them beyond the reach of many schools and school districts (Hicks, Shahidullah, Carlson, & Palejwala, 2014; Powers, Bowen, & Bowen, 2010) .
TakeCARE
TakeCARE is a video bystander training program designed with ease-of-dissemination in mind. It is based on the theory that suggests in order for bystanders to act, they need to feel confident in their ability to intervene effectively in violent or potentially violent situations (i.e., possess self-efficacy; Banyard, 2015; Burn, 2009; Latane & Darley, 1970) . Consistent with such theory, a number of studies suggest that self-efficacy correlates positively with bystander behavior in samples of college and high school students (e.g., Banyard & Moynihan, 2011; Banyard, Moynihan, & Plante, 2007; Bennett & Banyard, 2016; Burn, 2009; Jouriles, Rosenfield, Yule, Sargent, & McDonald, 2016) . TakeCARE focuses on promoting self-efficacy by presenting students with several different risky situations as well as situations in which violence has occurred. For each situation, the video models and describes possible actions that can be taken to reduce the risk that violence might follow, and supports the victims of the violence. Specifically, TakeCARE offers students concrete examples of what they can say or do, focusing on the importance of taking "some" action to help. TakeCARE differs from other bystander training programs in a couple of important ways. First, it is brief (less than 30 min long) and uses a video format. These two features eliminate several potential barriers to administering bystander training programs to large numbers of high school students, including time-consuming in-person interventions and the need for highly trained staff to administer (Hicks et al., 2014; Powers et al., 2010) . Second, TakeCARE emphasizes a "friends taking care of friends" approach, an avenue inspired by empirical research on the importance of developing and maintaining friendships during adolescence (Prinstein & Giletta, 2016) , as well as findings suggesting that sexual violence among adolescents often occurs in social settings in which friends are nearby and have the opportunity to intervene (e.g., at a friends' home, at a party, or at school; Young, Grey, & Boyd, 2009 ). In addition, the social category of friend has been theorized to facilitate bystander behavior (Katz, Pazienza, Olin, & Rich, 2015) , although the actual impact of a person's relationship with a potential victim or perpetrator is likely complex (Bennett, Banyard, & Edwards, 2017) .
TakeCARE was developed with input from both high school and college students, and the video was intended to be offered to both age groups. However, evaluations thus far have focused primarily on college students. Specifically, there have been five randomized controlled trials evaluating TakeCARE; four with college students (Jouriles, McDonald, et al., 2016, presents two evaluations; Kleinsasser, Jouriles, McDonald, & Rosenfield, 2015; and one with high school students (Sargent, Jouriles, Rosenfield, & McDonald, 2017) . In each of these studies, students completed baseline self-report questionnaires on bystander behavior, and then were randomly assigned to either view TakeCARE or participate in a control condition. The viewing of TakeCARE typically occurred immediately after the completion of the baseline questionnaires. Students completed follow-up questionnaires on bystander behavior 1 to 3 months afterward. In all five evaluations, students in the TakeCARE condition reported engaging in more bystander behavior during the follow-up period than did students in the control condition. Important developmental differences exist between high school and college students. For example, high school students have more difficulty resisting peer influence and deflecting peer pressure (Millstein & Halpern-Felsher, 2001; Steinberg & Monahan, 2007) . Vulnerability to peer influence may impact adolescents' willingness to intervene or combat peer norms against acting as a bystander, and may mitigate positive effects of bystander training programs. In addition, during the high school years, there is often a strong desire for peer belonging and popularity (Newman, Lohman, & Newman, 2007; Parker, Rubin, Erath, Wojslawowicz, & Buskirk, 2006) , which may influence an individual's willingness to act or speak up against others' violence, particularly if there is peer support for the violence. Thus, although TakeCARE's effects on bystander behavior have been demonstrated in multiple studies with college students, these effects may not necessarily generalize to high school students.
Present Research
To date, only one study has evaluated TakeCARE's effects on high-school students , in which classrooms were randomly assigned to view TakeCARE or participate in This document is copyrighted by the American Psychological Association or one of its allied publishers.
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normal classroom activities. Students who viewed TakeCARE reported increased bystander behavior, compared to those who did not view the video at a 3-month follow-up assessment. The primary aim of the present research is to replicate and extend these findings. We first attempt to replicate and further evaluate the durability of TakeCARE's effects on bystander behavior by using a longer follow-up period (6 months as opposed to 3 months). Second, we formally evaluate self-efficacy as a mediator of Take-CARE's effects on bystander behavior. Third, the present research introduces a methodological innovation in the evaluation of Take-CARE and in bystander training programs in general. To date, all evaluations of bystander training programs with assessments of bystander behavior have relied solely on self-report measures. Self-reports are valuable, but people do not always remember and report accurately on past behavior (Baumeister, Vohs, & Funder, 2007) . Furthermore, most self-report measures of bystander behavior typically ask about the occurrence of a particular situation and then the response to it (e.g., "If I saw a friend grabbing or pushing their partner, I said something to them"; Banyard, Moynihan, Cares, & Warner, 2014) . With such questions, it is unclear if a "no" response means that the participant did not intervene as a responsive bystander, or that they simply did not encounter the situation. In other words, such items conflate bystander behavior with the opportunity to engage in it-an issue that has been described as problematic in the scientific literature (Hoxmeier, Acock, & Flay, 2017; McMahon, Palmer, Banyard, Murphy, & Gidycz, 2017; Palmer, 2016; Sargent et al., 2017) . Virtual reality technology can be used to collect observational data on difficult-to-observe social behavior, such as helping someone at risk for experiencing violence. In these protocols, participants are placed in an immersive virtual environment (IVE) where they interact with an avatar (a computer-generated representation of a person). The idea behind virtual reality is that participants can temporarily suspend reality, and act within the new virtual environment (the IVE) as if it were the natural environment. Consistent with this notion, a growing body of research indicates that people do indeed respond realistically in IVEs-both toward environmental contextual factors (e.g., Kozlov & Johansen, 2010; Qu, Ling, Heynderickx, & Brinkman, 2015; Slater, Pertaub, Barker, & Clark, 2006) and toward avatars (e.g., Gillath, McCall, Shaver, & Blascovich, 2008; Hoyt, Blascovich, & Swinth, 2003; Llobera, Spanlang, Ruffini, & Slater, 2010) .
Researchers have started to use IVEs to investigate determinants of bystander behavior intended to help prevent or discourage relationship violence. Specifically, participants are placed in IVEs presenting situations of either imminent or suspected violence or where the avatar is supportive of such violence. Participants are then provided with opportunities to attempt to prevent or speak up against the violence (Jouriles, Kleinsasser, Rosenfield, & McDonald, 2016; . Results of such studies indicate that bystander behavior observed in IVEs correlates positively with theorized determinants of bystander behavior, such as self-efficacy. In short, IVEs offer the opportunity to directly observe bystander behavior under experimentally controlled conditions, circumventing the problem of questionnaire measures that conflate bystander behavior with opportunity to engage in such behavior.
In sum, the present research attempts to replicate and extend prior findings on the positive effects of TakeCARE in a sample of high school students. We use a 6-month follow-up period to evaluate the durability of program effects, and examine selfefficacy as a potential mediator of program effects. We also utilize a multimethod assessment of bystander behavior, which includes both questionnaire and virtual reality technology. Even though the use of a multimethod strategy is often advocated by both research methodologists and adolescent researchers (e.g., Campbell & Fiske, 1959; Kazdin, 2003; Urbina, 2014) , it is rare in research evaluating effects of bystander training programs. In fact, this is the first evaluation, to our knowledge, of a bystander training program that uses both self-report and observational measures. In the present research, we hypothesize that students who view Take-CARE, compared to those who view a control video, will: (a) report engaging in more bystander behavior at a 6-month followup, (b) be observed to engage in more responsive bystander behavior in virtual reality simulations of situations that could evolve into relationship violence (both at postintervention and at a 6-month follow-up), (c) report increased self-efficacy for intervening in potentially violent situations (at both postintervention and at a 6-month follow-up), and (d) self-efficacy will mediate effects of TakeCARE on bystander behavior. Exploratory analyses examined sex as a moderator of TakeCARE effects. We also tested the consistency of bystander behavior over time when assessed via self-report, where opportunity to engage in bystander behavior might vary, compared to observational assessments of bystander behavior, in which the opportunity to engage in bystander behavior is kept constant.
Method

Participants
Participants were recruited from a low-income (approximately 65% of the school's students qualified for free or reduced lunch), urban public high school in the southern United States (n ϭ 165). Participants (51.5% female) ranged from 14 to 19 years old (M ϭ 15.70, SD ϭ 1.10), including 74 (44.8%) freshmen, 47 (28.5%) sophomores, and 44 (26.7%) juniors. Seniors were excluded because they were scheduled to graduate by the time the 6-month follow-up assessment was to occur. The sample included 79 (47.3%) participants identifying themselves as Hispanic. Of those who reported their race (74.3% of total sample), there were 51 (41.1%) Black, 28 (22.6%) White, 21 (16.9%) "More than one race," 4 (3.2%) Asian, and 24 (19.4%) reported "Other". The racial/ethnic composition of our sample reflects that of the high school campus from which participants were recruited (Dallas Independent School District Evaluation and Assessment, 2015).
Procedures
The Institutional Review Boards of the authors' university and the school district of the high school approved all protocols. Students were informed during the consent/assent process that the purpose of the study was to evaluate the effectiveness of brief educational programs, and participation would include watching a brief video and completing three assessments (baseline, 1-week postintervention, 6-month follow-up). Students were made aware of the study by school-wide intercom announcements; students were informed that research assistants would be available during This document is copyrighted by the American Psychological Association or one of its allied publishers.
lunch periods to explain the study and answer questions. Additionally, teachers were encouraged to remind students about the study and distribute flyers during class. Interested students were given parental informed consent documents (in English and Spanish) to take home. All participants were required to return signed parental consent forms and to provide verbal assent before participating. Assessments were conducted during a 45-min classroom period during the school day. Specifically, for the baseline assessment, participants came to an open classroom that was made available to the investigators for the purpose of running the study. Students completed the baseline questionnaires, and then individual students were randomly assigned to view either TakeCARE or a control video on study skills. Students viewed these videos in small groups. Specifically, there were a total of 36 video-viewing groups, with between one and nine students in each group (3 groups had a single student; the average number of students per group was 4.6). In total, 85 students viewed the TakeCARE video, and 80 students viewed the control video on study skills. The TakeCARE and control videos were shown to students in separate classrooms immediately after completion of the baseline questionnaires. The viewing of these videos was monitored by a research assistant.
After watching the video, students were scheduled to return for an individual postintervention assessment within 10 days (M ϭ 6.35 days, SD ϭ 2.54). The postintervention assessment involved completing questionnaires and participating in virtual reality simulations (described under Measures). Participants who did not attend a scheduled session were contacted and rescheduled up to two additional times before being coded as "missing" for that assessment. All baseline and postintervention assessments were completed during the spring academic semester (February-May). During the fall semester of the next school year, participating students were scheduled to attend a 6-month follow-up assessment (M ϭ 179.91 days after baseline, SD ϭ 10.24), which also involved completing questionnaires and virtual reality simulations. These sessions were completed individually. Again, participants who did not attend a scheduled session were contacted and rescheduled up to two additional times before being coded as "missing." Participants received a $10 gift card for completing each assessment, and an additional $10 gift card for completing all three.
Participant flow through the study is presented in Figure 1 . Of the 165 participants, four did not complete the 1-week postintervention assessment, and 23 students did not complete the 6-month follow-up assessment (2 students in the TakeCARE condition did not complete the 1-week postintervention assessment, but did complete the 6-month follow-up assessment). Of those students missing follow-up assessments, 15 were no longer enrolled at the school, seven repeatedly did not show up for the assessments, and one verbally declined further participation. Students no longer enrolled at the school at 6-month follow-up (n ϭ 15) were contacted via e-mail to complete questionnaires online, and three of them completed follow-up questionnaires online; thus, their questionnaire data were included in analyses, but they did not participate in the virtual reality simulations at follow-up. We also were not able to collect virtual reality data from two other students at the 6-month follow-up. One did not want to participate in the simulations because of a speaking impairment, and one ran out of time and could not complete it during the 45-min classroom session. There were no differences between completers and noncompleters on the demographic characteristics, nor on any of the study variables at baseline (ps Ն .09).
Development of TakeCARE
The development of TakeCARE for high school students was an iterative process, which involved multiple meetings with high school administrators and students. Administrators included a member of the school district's Psychological and Social Services Department, as well as the principal and a counselor of the high school at which the study was conducted. The school counselor worked with teachers to recruit a group of 12 students to provide feedback. At the meetings, individuals participated in discussions of their thoughts about what was necessary to promote bystander behavior to help prevent physical, psychological, and sexual violence; they also viewed a college version of the TakeCARE video and offered feedback on how it could be adapted for high schoolers. The video was revised in accord with the group's suggestions, and presented again to students, and this process was repeated until we had a video that students, school administrators, and researchers found acceptable. None of the students who helped to adapt the TakeCARE video for high school students were participants in the evaluation study.
Video Programs
TakeCARE. TakeCARE begins by acknowledging the demands that high school can place on students, such as the need to balance increasing responsibilities and social opportunities with friends. The video provides information about relationship abuse and violence, sexual pressure, and what sexual consent means. The video highlights the likelihood of relationship violence or abuse occurring within students' peer groups, and how students can be "more than just a bystander" to take care of their friends in risky situations. Three vignettes are used to demonstrate ways in which friends can intervene when they witness risky situations (e.g., sexual pressure or relationship violence) that may result in these negative experiences. Each vignette features coed groups of racially and ethnically diverse students in common adolescent settings (e.g., at a friend's house or school). In each scene, the teens are faced with a particular risky situation. Depending on the situation, the video demonstrates effective bystander responses illustrating how to (a) prevent a negative event from happening, (b) de-escalate or discontinue an ongoing situation, or (c) support a peer after a negative event has occurred. For example, one vignette presents an intoxicated couple heading to a bedroom at a party while two friends (the bystanders) notice this from the couch. The vignette pauses as an unseen narrator points out what makes this situation risky and the possible consequences. The video resumes, and the bystanders interrupt the situation. They persuade the male to hang out with other people at the party and convince the female she should let them drive her home. Examples of other possible effective bystander responses in this situation are also presented, emphasizing that "It's not so important what you do, but that you do something" to take care of your friends. Throughout the video, the narrator uses TakeCARE as an acronym to succinctly outline the principles of responsive bystander behavior. Effective bystandThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ers are: C-Confident that they can help their friends avoid risky situations, A-Aware that their friends could get hurt in these kinds of situations, R-Responsible for helping, and E-Effective in how they help. In this manner, students can conceptualize responsive bystander behavior as simply "friends taking care of friends." This TakeCARE video is 26 min long.
Control program. Participants in the control program viewed Study Skills for People Who Hate to Study, a video by Human
Relations Media. This video is designed for teens struggling to complete out-of-school assignments, and is approximately 20 min long. Students are taught organization skills, how to set achievable goals and priorities, and brain processes associated with planning, concentration, and focus.
Measures
Measures used to evaluate the TakeCARE bystander training program are described below. These measures were administered along with other measures on the ability to concentrate while studying, and interest and motivation in school. The intended purposes of including these additional measures was to give some credence to our control program and help disguise the purpose of the research.
Self-efficacy for intervening. At the baseline, postintervention, and 6-month follow-up assessments, students completed a shortened version of the 14-item Bystander Efficacy Scale (Banyard, Plante, & Moynihan, 2005) , originally designed for use with college students. This scale was shortened to include only situations pertinent to high school students. The shortened scale included five items for which students rated self-confidence in their abilities to perform designated behaviors, on a scale from 0 to 100 (0 ϭ Cannot do, 100 ϭ Very certain can do). Items were: (a) Criticize a friend who tells me that they had sex with someone who was passed out or who didn't give consent; (b) Do something to help a very drunk person who is being brought upstairs to a bedroom by a group of people at a party; (c) Do something if I see a girl surrounded by a group of boys and the girl looks very This document is copyrighted by the American Psychological Association or one of its allied publishers.
uncomfortable; (d) Do something if I see a boy surrounded by a group of girls and the boy looks very uncomfortable; (e) Get help if I hear of an abusive relationship that involved one of my friends.
Item responses were averaged to derive an index of self-efficacy. We used coefficient omega as our measure of internal consistency for the scales in this study. Omega is an alternative to coefficient alpha. In calculating omega, items are weighted by factor loadings during computation. We chose coefficient omega because it makes more realistic assumptions about the data than alpha (e.g., alpha makes the assumption that the true score variance is constant across all items; Dunn, Baguley, & Brunsden, 2014) . Omega in the current sample ranged from .67 to .68 across the three assessments. This shortened five-item scale has been used in prior research with high-school students, and correlates with self-reports of bystander behavior . Self-reported bystander behavior. At the baseline and 6-month follow-up assessments, students completed four items from the Bystander Behaviors Scale (Banyard et al., 2014) , which was originally designed to assess multiple dimensions of college students' bystander behavior; the original scale includes 49 items. Because many of the items on this scale were not appropriate for high school students, four items were selected for use in this study based on their relevance to high school students and to the Take-CARE video. These items included: (a) I saw a friend in a heated argument. I asked if everything was okay. (b) I confronted a friend who made excuses for the abusive behaviors of others. (c) I expressed concern to a friend that had unexplained bruises that I thought may be signs of abuse in their relationship. (d) I tried to get others to help me before trying to do something about sexual abuse or relationship abuse that I saw going on. Students reported whether or not they had engaged in each of these behaviors (0 ϭ No, 1 ϭ Yes) in the past 6 months. Item responses were averaged to derive an index of the frequency of responsive bystander behavior. Coefficient omega in the current sample was .78 at both assessments. This four-item scale of bystander behavior correlated with our measure of self-efficacy at the baseline assessment, as suggested by theory on determinants for engaging in bystander behavior, r(162) ϭ .16, p ϭ .038. The 6-month test-retest correlation for students in the control condition was r(62) ϭ .54, p Ͻ .001.
Observed bystander behavior in virtual reality simulations. Students participated individually in the virtual reality simulations. Due to the conducting individual assessments with each participant and time constraints of the school day, students participated in virtual reality simulations only at postintervention and 6-month follow-up assessments (i.e., only one individual session in the spring semester and one the following fall).
During the simulations, participants wore goggles to experience the IVE, which displayed the inside of a parked car during a rainstorm at night. Participants perceived themselves to be seated in the passenger seat of the car, with a male avatar sitting in the driver's seat. An adult male actor controlled the avatar's speech and movements (participants did not meet the actor prior to the simulations). During the simulations, the actor controlled the avatar's speech via microphone and movements via the computer. A white noise machine produced sounds of a rainstorm to help enhance the immersion experience.
All participants took part in nine 2-4-min simulations. Four simulations provided opportunities to act as a responsive bystander in situations including or posing risk for relationship or sexual violence, and were used in this research. Additional simulations (referred to as distractor simulations) involved situations that could plausibly be experienced by high-school students, including peer pressure and academic cheating. These were included to help disguise the purpose of the research. Bystander and distraction simulations were presented in an alternating order, and the order of the specific simulations was randomized across participants within this structure.
After instructing participants to respond in the simulations as they normally would with a friend, a research assistant then introduced one of the simulations to the participant. The actor then followed a general script that required him to make nine specific statements, adjusting the order if needed to keep the interaction natural and realistic. In simulations that provided participants opportunities to act as a responsive bystander, scripts included 1-2 statements suggesting either imminent violence or that an act of violence just occurred. Other scripted statements helped to set up the situation, indicated increased situational risk (e.g., "She's really drunk, she probably has no idea where she is right now"), or attempted to justify inaction in response to the situation. A research assistant coded the actor's adherence to the script. Specifically, a research assistant marked whether the actor made each of the nine scripted statements for each simulation. The four relationship violence simulations are described below.
Drunk night. Simulation context was presented as: "You and your friend Alex are leaving a house party. At the party, you noticed your friend Dan getting pretty drunk. Dan was flirting with a few girls and getting especially close with your friend Katie. You're sitting in Alex's car outside the party and he says to you. . . ."
The actor begins the simulation by commenting on how drunk Dan and Katie were and then makes the two statements suggesting imminent violence: "Did you see him carrying her-he just carried her into a back bedroom." and "She's really drunk; she probably has no idea where she is right now." After confirming with the participant that Katie was drunk, the actor says, "It's a party; we should just leave it alone and not ruin their fun," and then in the course of the ensuing conversation says, "You (referring to Katie) don't just dress like that unless you're willing to put out." The actor expresses not wanting to interfere by saying, "Look, Dan's my friend, I'm not going to embarrass myself walking into whatever's going on with them." Stormy relationship. This simulation was introduced as follows: "It's the end of a football game and your friend Jake is driving you home. When you get in the car, you see your friend George arguing with Alicia, and Alicia throws her books at George. They're close friends of yours. You've heard that they have a stormy relationship. You're in Jake's car in the school parking lot and he says to you. . . ."
The actor begins the simulation by commenting about an act of relationship violence that is happening: "Did you see her throw all those books at him? What a scene." Throughout the simulation, the actor makes several references to the couple's constant fighting, "I've just never seen them act like THAT before. I thought it was mostly just yelling." The actor suggests the male (George) deserved the abuse because he mocks his girlfriend (Alicia), and suggests not getting involved because "Every relationship has its ups and downs-it's pretty normal." This document is copyrighted by the American Psychological Association or one of its allied publishers.
Homecoming dance. This simulation was introduced as follows: "You and your friend John have just left the Homecoming dance and are headed to an after-party. Ruth, John's date, decided to ride with her friends to the after-party. You know that John worked really hard to make tonight special. As you both are in the car headed to the after-party, he says to you. . . ."
To start the simulation, the actor (John) expresses frustration and disbelief that Ruth pushed him away when he tried to kiss her: "After all the stuff I did for her I expect AT LEAST a kiss or something." Toward the middle of the simulation, the actor makes two statements suggesting a potential situation of unwanted sexual activity: "Once she starts drinking at the after-party, it'll be easier to hook up with her" and "I'll show her a good time and she'll be glad afterwards." He justifies his intentions because he spent money on her to show his interest, stating, "She needs to deliver and show me some appreciation."
The hook-up. This simulation was introduced as follows: "You're at a house party with your friend Ben, and you are getting ready to leave. Ben is pretty drunk-he spent most of the time at the party drinking with Erica, a girl in one of your classes. When you get to the car, Ben says to you. . . ."
The actor (Ben) begins the simulation by asking the participant to wait in the car while he goes back inside because: "I really want to hook up with her [Erica] ." The actor confirmed with the participant that Erica was drunk, and during the course of the simulation makes two statements suggesting a potential situation of unwanted sexual activity: "She's really drunk, so I definitely think I can make this happen" and "I'm going to go back in and get her alone and try to make this happen." He defends his plan by saying, "I've been drinking more than her and I still know what's going on."
Adherence to the overall script, operationalized as saying at least eight of the nine scripted statements, was as follows for each simulation at the 1-week and 6-month assessments, respectively: Drunk night (100%, 100%); Stormy relationship (100%, 100%); Homecoming dance (100%, 100%), and The hook up (95.6%, 91.1%). Adherence to statements suggesting imminent violence or indicating that an act of violence just occurred ranged from 99.3% to 100% for each simulation at 1-week and 6-month assessments.
Simulations were audio-recorded and coded for the presence and quality/strength of responsive bystander behavior, or the degree to which the participant acted to prevent a possible incident of dating violence. The coding system was developed by Ernest N. Jouriles in consultation with both high school and college students to try to capture bystander behavior that was likely to be effective in preventing violence. Ratings were made on a 7-point scale (1 ϭ Not at all to 7 ϭ Strongly) and considered the manner in which participants responded to actor statements implying risk (tone of voice, conviction in the statements), the degree to which responses were discouraging of relationship violence, and participant attempts to intervene effectively. A 7 indicated participants responded with verbal expressions intended to stop possible violence (e.g., "I am going back inside to make sure she's okay."), and a 1 indicated verbal expressions of agreement or encouragement of letting violence happen during the simulation (e.g., "Yeah, she was asking for it. No, we shouldn't do anything; it's their business.").
Two coders masked to treatment condition rated each simulation. Coders were trained to .90 reliability (intraclass correlations) by Ernest N. Jouriles before the initiation of coding. They then met weekly with Ernest N. Jouriles after coding began, to review the coding and discuss issues with the coding. Interrater reliability data were collected on 100% of the simulations, and ranged from .91 to .93 (intraclass correlations) across the simulations.
Scores for each of the four simulations were averaged across coders and summed. Coefficient omega was .79 and .86 for the postintervention and 6-month assessments, respectively. Prior research indicates that bystander behavior observed in IVEs described above correlate positively with self-efficacy . In addition, it might be reasoned that, without intervention, bystander behavior should remain consistent over time if opportunities to engage in bystander behavior remain constant across assessment occasions. Consistent with this reasoning, the 6-month test-retest correlation for students in the control condition was, r(60) ϭ .75, p Ͻ .001.
Data Analysis
We used multilevel models (MLMs), implemented by the program HLM 7.03, as our general approach to analyzing the data. Data from participants in each video-viewing group (36 different groups) might not be independent. MLMs accounts for the potential correlation of scores among participants within video-viewing groups by statistically nesting participants within these groups. We used the robust standard errors from HLM 7.03 to calculate significance of the regression coefficients.
Each of our study outcome variables had different assessment schedules, so each was analyzed differently. Self-reported bystander behavior was measured at baseline and at the 6-month follow-up. Thus, we used an ANCOVA format, performed using MLM, with participants nested within video-viewing groups. Treatment condition was the between-subjects independent variable, and baseline values of self-reported bystander behavior was the covariate. ANCOVA was used because it is the preferred approach for outcomes that are measured pre-and postintervention, since it is not subject to regression to the mean and has low error variance (Tabachnick & Fidell, 2013) . We hypothesized a main effect for treatment condition, in which students who view TakeCARE will report engaging in more bystander behavior at 6-month follow-up, compared to those who view the control video.
Observed bystander behavior was measured postintervention and at 6-month follow-up. Thus, we could not perform an ANCOVA that included baseline levels of observed bystander behavior as a covariate. We computed a 2 ϫ 2 repeated measures ANOVA, using MLM, with treatment condition as the betweensubjects independent variable and time (postintervention vs. 6-month follow-up) as the repeated measures independent variable. Since participants were nested within video-viewing groups, and the repeated assessments were nested within participants, this was implemented in a 3-level MLM. We hypothesized a main effect for treatment condition, in which students who view Take-CARE will be observed to engage in more responsive bystander behavior both at postintervention and at 6-month follow-up, compared to those who view the control video. The Treatment ϫ Time interaction tests whether the effect of condition differed at the two time points. We made no specific prediction concerning the Treatment ϫ Time interaction.
Self-efficacy was measured at baseline, postintervention, and at 6-month follow-up. We computed a 2 ϫ 2 repeated measures This document is copyrighted by the American Psychological Association or one of its allied publishers.
ANCOVA (performed by MLM) to analyze self-efficacy. Treatment condition was the between-subjects independent variable, and time (postintervention vs. 6-month follow-up) was the repeated measures independent variable. Baseline self-efficacy was the covariate. Again, participants were nested within videoviewing groups, and the repeated assessments were nested within participants (a 3-level MLM). We hypothesized a main effect for treatment condition, in which students who view TakeCARE will report greater self-efficacy both at postintervention and at 6-month follow-up. We made no specific hypothesis about the Treatment ϫ Time interaction. Prior research suggests that females perform more bystander behavior than males (Banyard, 2008; Hoxmeier et al., 2017) . Thus, sex was included as a covariate in all the analyses. Sex was also tested as a moderator of the TakeCARE effect in exploratory analyses.
There are no generally accepted effect size measures for predictors in MLMs (Singer & Willett, 2003) , in part because it is possible that the addition of variables to these models can appear to add "negative variance" to the model (Snijders & Bosker, 1999) . Despite the unpredictable meaning of effect size measures in these models, we provide Cohen's f 2 , which is a measure of local effect size in multilevel modeling (Selya, Rose, Dierker, Hedeker, & Mermelstein, 2012) .
We performed two mediation analyses to test if self-efficacy mediated the effect of TakeCARE on bystander behavior (see Figure 2 ), one analysis for each measure of bystander behavior. The a path in the mediation analysis was the effect of TakeCARE on self-efficacy at postintervention, controlling for self-efficacy at baseline and for sex. The b path was the effect of self-efficacy at postintervention on bystander behavior at the 6-month follow-up, controlling for treatment condition and sex. Since we also obtained self-reported bystander behavior at baseline, this was controlled in the mediation analysis of self-reported bystander behavior. The MLM equations for the mediation models were thus:
i Yj ϭ ␥50 ϩ 5 j ; c' j ϭ ␥60 ϩ 6 j ; b j ϭ ␥70 ϩ 7 j ; f1 j ϭ ␥80 ϩ 8 j ; f2 j ϭ ␥90 ϩ 9 j where M ij is the value of the mediator for individual i in class j, i Mj is the intercept for the equation for the mediator for classroom j, Sex ij is the sex of individual i in class j, Mbaseline ij is the baseline value of the mediator for individual i in class j, 0 j -9 j are the classroom-level random effects for the related Level-1 variables, ␥00 -␥90 are the fixed effects, Y ij is the value of the bystander behavior for individual i in class j, and YBaseline ij is the baseline level of the outcome for individual i in class j. Separate b paths were calculated for the two bystander behavior variables. For the observed bystander behavior, there was no baseline assessment, so YBaseline was not included in that model. As recommended by Singer and Willett (2003) , nonsignificant random effects were dropped and the models recomputed.
Tests of the significance of the mediated pathway were performed using the distribution of products test (Tofighi & MacKinnon, 2011) . The effect size of the mediated pathway was calculated as ab cs , the completely standardized indirect effect (Preacher & Kelley, 2011) .
Power analyses, using the multilevel power analysis program PinT 2.12 (Power in Two-Level Models), indicated .80 power to detect effect sizes of d ϭ .45 (effect sizes below a medium effect) in all the MLM analyses.
Results
Demographic information for students across the two groups is presented in Table 1 , and means and standard deviations for study variables are presented in Table 2 . There were no differences between conditions on any of the measured demographic characteristics, nor on the baseline levels of the study variables (ps Ͼ .172). Examination of the distributions of study variables indicated that they were not skewed and that there were no outliers.
Effects on Bystander Behavior (Hypotheses 1 and 2)
Self-reported bystander behavior. Results from the MLM ANCOVA showed that, controlling for baseline self-reported bystander behavior, students in the TakeCARE condition reported engaging in more bystander behavior during the 6-month follow-up period than students in the control condition, t(138) ϭ 2.04, p ϭ .043, f 2 ϭ .02 (ICC for the video-grouping Ͻ .01).
Figure 2. Self-efficacy as a mediator of the effect of intervention condition on self-reported bystander behavior at 6-month follow-up. Self-efficacy for intervening is the value at postintervention. Numbers above the path are for self-reported bystander behavior. Numbers below the path are for observed bystander behavior. Path coefficients are unstandardized regression coefficients. ‫ء‬ p Յ .05. ‫ءء‬ p Յ .01. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Observed bystander behavior. Results from the 2 ϫ 2 repeated measures ANOVA indicated a main effect for intervention condition, t(34) ϭ 3.27, p ϭ .002, f 2 ϭ .07 (see Table 2 ; ICC for video grouping Ͻ .01). There was no Treatment ϫ Time interaction (p ϭ .315), indicating that the magnitude of the TakeCARE effect did not significantly differ across the postintervention and 6-month follow-up assessments. Contrasts showed that observed bystander behavior was greater in the TakeCARE condition than in the control condition at both the postintervention assessment and the 6-month follow-up (both ps Յ .009). Females performed more bystander behaviors than males, t(35) ϭ 3.41, p ϭ .002, f 2 ϭ .10.
Effects on Self-Efficacy (Hypothesis 3)
Results from the 2 ϫ 2 repeated measures ANCOVA indicated a main effect for intervention condition, t(34) ϭ 3.02, p ϭ .005, f 2 ϭ .22, with students who viewed TakeCARE reporting greater self-efficacy than those who viewed the control video (ICC for video grouping ϭ .07). The Treatment ϫ Time interaction suggested no significant differences in the magnitude of the treatment effect at postintervention as compared to the 6-month follow-up (p ϭ .184), and contrasts showed that the treatment effect was significant at both postintervention and the 6-month follow-up (ps Ͻ .032).
Self-Efficacy as a Mediator of TakeCARE Effects (Hypothesis 4)
Initial analyses showed that self-efficacy at the postintervention assessment correlated positively with both self-reported bystander behavior at the 6-month follow-up assessment, r(138) ϭ .22, p ϭ .009, and observed bystander behavior at the 6-month follow-up assessment, r(133) ϭ .34, p Ͻ .001. These analyses suggest that self-efficacy may account for some of the effects of TakeCARE on bystander behavior.
Self-reported bystander behavior. Analyses showed that the a path (the effect of the TakeCARE on self-efficacy at the postintervention assessment) was significant, b ϭ 16.53, t(34) ϭ 2.32, p ϭ .026, f 2 ϭ .02 (see Figure 2 ; ICC for video grouping ϭ .06). However, the b path (the effect of self-efficacy on self-reported bystander behavior) was not significant.
Observed bystander behavior. Again, analyses showed that the a path (the effect of TakeCARE on observed bystander selfefficacy at postintervention) was significant, b ϭ 16.53, t (34) 
Exploratory Analyses
We explored sex as a moderator of the effect of TakeCARE on bystander behavior and self-efficacy. Results of ANCOVAs indicated that sex moderated the effect of TakeCARE on self-reported bystander behavior, t(137) ϭ 2.40, p ϭ .032, f 2 ϭ .02, for the Sex ϫ Treatment condition interaction, but not for observed bystander behavior or self-efficacy. Self-reported bystander behavior was higher in the TakeCARE condition than in the control condition for males, M TakeCARE ϭ .61 versus M Control ϭ .36, t(137) ϭ 2.98, p ϭ .003, but there was no difference across the conditions for females, M TakeCARE ϭ .55 versus M Control ϭ .56. We also Note. Each score reflects the mean of the items comprising the scale. Self-efficacy: range ϭ 0 -100; 5 items. Self-report bystander behavior: range ϭ 0 -1; 4 items. Observed bystander behavior: range ϭ 1-7; 4 simulations. Higher scores reflect more of the measured construct. Bold text indicates between-group differences at concurrent assessments (p Ͻ .05). a Indicates within-group differences across time points. b The difference in the 6-month item means for self-reported bystander behavior between the TakeCARE and Control conditions (.58 Ϫ .47 ϭ .11) might be interpreted to suggest an average .11 increase for each of the four bystander behaviors asked about on our scale. This document is copyrighted by the American Psychological Association or one of its allied publishers.
explored whether student grade level moderated any TakeCARE effect on any of the study variables, but it did not (ps Ͼ .15). One of the differences between the self-report and observational methods for assessing bystander behavior is that with the observational procedure, the opportunities to engage in bystander behavior remain constant across assessment occasions, whereas with the self-report method, the opportunities are likely to vary. This implies that bystander behavior should remain more consistent over time with the observational procedure, as compared to the self-report method. To test this possibility, we compared the 6-month test-retest correlation coefficients for each measure for participants in the control condition (r ϭ .75 observational vs. r ϭ .54 self-report). Using r to z transformations for the comparison revealed that the .75 correlation and the .54 correlation differed statistically, z ϭ 2.02, p ϭ .043.
Discussion
This research replicates and extends previous findings on Take-CARE, a video designed to promote bystander behavior for the prevention of physical, psychological, and sexual violence Kleinsasser et al., 2015; Sargent et al., 2017) . Specifically, the results of this study demonstrate that high school students who view TakeCARE engage in more bystander behavior at postintervention and 6-months afterward than do students in the control condition. This study is the second randomized controlled trial showing Take-CARE has positive effects on bystander behavior with high school students. Notably, the 6-month follow-up period in this study is twice as long as the follow-up period used in the other evaluation of TakeCARE with high school students , pointing to the durability of TakeCARE's effects. In addition, this study showed effects of TakeCARE both on self-report measures of bystander behavior and on an innovative observational procedure using virtual reality. The current study also indicates that self-efficacy partially mediates TakeCARE's effects on observed bystander behavior. In sum, this study adds to a small body of research on the potential utility of bystander training programs to help prevent relationship and sexual violence among high school students (Coker et al., 2017; Miller et al., 2012; Sargent et al., 2017) .
A novel feature of this study was the use of virtual reality simulations to assess bystander behavior. High school students placed in an immersive virtual environment were presented with opportunities to act to help prevent violence or assist victims of violence, allowing for the direct observation of bystander behavior. The results using this method converged with those for students' self-reports of bystander behavior. The findings also converge with the results of other studies that have evaluated TakeCARE using students' self-reports Kleinsasser et al., 2015; . To our knowledge, this is the first evaluation of a bystander training program that employed a multimethod assessment of program effects, using both observational and self-report methods. Both methods have strengths and limitations, but replicating findings across different methods provides more compelling evidence for an effect, as compared to showing effects with a single method (Campbell & Fiske, 1959; Kazdin, 2003; Urbina, 2014) .
In this study, TakeCARE increased self-efficacy, and selfefficacy partially mediated TakeCARE's effects on observed bystander behavior. The mediation effects are consistent with hypotheses about how TakeCARE may operate to increase bystander behavior. The partial mediation, however, suggests that factors in addition to self-efficacy play a role. These might include increased awareness of the vulnerability of friends to violence, a lowered threshold for recognizing risky situations and therefore intervening, or a decreased fear of peer disapproval for saying or doing something to help protect friends (Edwards, Rodenhizer-Stampfli, & Eckstein, 2015) . Exploratory analyses indicated that males who viewed TakeCARE self-reported greater bystander behavior at the 6-month assessment than did males in the control condition, but this finding only occurred with one of our outcome variables and requires replication.
TakeCARE had positive, albeit small, effects on high school students' bystander behavior. Unfortunately, in MLM models, the addition of variables to a model can even lead to negative changes in explained variance. Thus, the interpretation of the obtained effect sizes remains unclear. However, even a small effect can be very impactful for a bystander program that has the potential to be distributed widely across an entire campus . For example, our study found that TakeCARE resulted in an average .11 increase in bystander behavior for each of the four self-reported bystander behaviors queried on our scale (see Table  2 ). Thus, TakeCARE participants averaged .44 more measured bystander behaviors (.11 ϫ 4 behaviors) in the 6-month period following the viewing of the video, compared to participants in the control condition. If a bystander program is disseminated to 1,000 high school students, this means the program could result in 440 more bystander behaviors performed every 6 months (perhaps more if one assumes the performance of these four bystander behaviors is correlated with the performance of other bystander behaviors that were not measured), compared to what would have otherwise been performed without the program. Even if only a quarter of these work to actually stop an act of physical, psychological, or sexual violence, the effect is meaningful.
Other bystander training programs that have received empirical support in rigorous evaluations (Coker et al., 2017; Miller et al., 2012) require more time and resources to administer than Take-CARE; furthermore, the magnitude of effects observed for Take-CARE in this study are comparable to those observed for other bystander training programs. The fact that a short video program can yield such effects is encouraging. However, it is not clear from this research if TakeCARE's effects are similar in duration or breadth as effects of other types of bystander training programs. It should also be acknowledged that there are potential iatrogenic effects of engaging in bystander behavior (Krauss et al., 2017) , and it is possible that more intensive programs do a better job at reducing negative consequences resulting from bystander behavior.
A few limitations of this research should be acknowledged. This study focused on bystander behavior as an outcome. Yet, the ultimate goal of bystander training programs is to reduce rates of campus violence. Increases in bystander behavior can result in campus-wide reductions of violence (Coker et al., 2017) , but this requires further investigation. Also, the multimethod assessment strategy to evaluate TakeCARE's effects on bystander behavior is a strength, but the limitations of the individual measures should be This document is copyrighted by the American Psychological Association or one of its allied publishers.
acknowledged. Both the self-report and observational measure of bystander behavior consisted of four situations, and thus covered only a limited number of potential situations calling for bystander action. In addition, the observational measure included only situations that involved a male actor/avatar, further limiting the generalizability of findings from this measure. Indeed, it seems plausible that students might respond differently to a female actor/ avatar in our observational protocol. The use of virtual reality to help evaluate effects of a bystander training program is new. Although there is some evidence for the reliability and validity of the data yielded by this procedure, this evidence is limited and caution must be exercised in interpreting the findings from any new assessment method. In addition, in this study we were unable to include a baseline assessment of bystander behavior in the IVEs. Our results would have been more compelling if the difference in changes over time favored the TakeCARE group, using multiple measures of bystander behavior. It should also be mentioned that the study did not include a poststudy assessment of students' knowledge of the true purpose of the study. Thus, it is possible that demand characteristics associated with participant knowledge of the purpose of the study may have contributed to some of our observed outcomes. Another limitation is that the sample was recruited from a single high school. This may have resulted in a diffusion of TakeCARE's effects if students in the TakeCARE condition discussed the video with students in the control condition. However, if such an effect occurred, it would have weakened between-groups differences and worked against finding positive TakeCARE effects. The use of a single high school also raises questions about the generalizability of findings to students in other schools. Different high schools may have different cultures around violence and bystander behavior, and this may influence the results of a bystander program.
In conclusion, the present research adds to a small but accumulating body of literature suggesting that bystander training programs for high school students can be an effective tool in combatting violence. It also points to TakeCARE as a promising bystander program for schools to add to their toolkit of violenceprevention programming. Specifically, findings regarding the positive effects of TakeCARE have now been demonstrated with high school and college samples, using different measures of bystander behavior, and over follow-up periods extending from 1 to 6 months. Nonetheless, these findings should not be interpreted to suggest that TakeCARE should supplant existing programs with demonstrated efficacy. In selecting a bystander program to implement on a high school campus, administrators must determine which types of program best fit their goals and campus community. Given the complexity of the problems of physical, psychological, and sexual violence, and the fact that these different forms of violence may have unique factors supporting and maintaining them, it is likely that multiple types of intervention are needed to effectively combat these problems.
